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ARTZONA STATE BOARD OF HEALTH yo1, 9.7 # 1?5

BUREAU OF VITAL STATISTICS

{This return shounld prefernbly be made
Ly the person who made the original).

SUPPLEMENTARY REPORT OF BIRTH

Lucal Registrar’s No ........

No. Cedar

Place of Birth Globe County
(Rtegistration District)
SEX OF CHILD * Twin E a “ Numléer *
Triplet an in order
Male or other? of birth
DATE OF BIRTHS... SeDtember 29th 2.1
(Month) (Day) (Year)
FULL* FATHER
NAME
Carl G. Carlson
FULLE‘: N MOTHER
MAID: ’
NAME Fdith Erickson

#Theso items to Le entered Ly the local registrar before giving out 'I.hié form.

I HEREBY CERTIFY that the child descrlbed Hetein has

Oad bl

{Given naméf in full) ¥ (Sirname)

v (Signature of Physu:mn or Mulwufe)

Blank supplemental reporls of birth may be oblained from the local reglsh'ar
Local registravs must mail supplemental repurts ‘immediately to state registrar.
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¥ ; Sl.!'\p‘e"ne';h‘v repnrt et st be rc!.!

or Mother's Si%} Lo . By
PLEASE WRITE PLAIN AND IN INK._:'
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